Aim: This is a prospective multicenter registry designed to evaluate the incidence of adverse cardiovascular events in Middle Eastern patients undergoing percutaneous coronary interventions (PCI). The registry was also designed to determine the predictors of poor outcomes in such patients. Methods and Results: We enrolled 2426 consecutive patients who underwent PCI at 12 tertiary care centers in Jordan between January 2013 and February 2014. A case report form was used to record data prospectively at hospital admission, discharge, and 12 months of follow-up. Mean age was 56 ± 11 years, females comprised 21% of the study patients, 62% had hypertension, 53% were diabetics, and 57% were cigarette smokers. Most patients (77%) underwent PCI for acute coronary syndrome. In-hospital and 1-year mortality rates were 0.78% and 1.94%, respectively. Definite or probable stent thrombosis occurred in 9 patients (0.37%) during hospitalization and in 47 (1.94%) at 1 year. Rates of target vessel repeat PCI and coronary artery bypass graft surgery at 1 year were 3.4% and 0.6%, respectively. The multivariate analysis revealed that cardiogenic shock, congestive heart failure, ST-segment deviation, diabetes, and major bleeding were significantly associated with higher risk of 1-year mortality. Conclusions: In this first large Jordanian registry of Middle Eastern patients undergoing PCI, patients treated were relatively young age population with low in-hospital and 1-year adverse cardiovascular events. Certain clinical features were associated with worse outcomes and may warrant aggressive therapeutic strategies.
INTRODUCTION
C ardiovascular disease is the leading cause of death in the Middle East. [1] [2] [3] Patients admitted with acute coronary syndrome (ACS) in the and long-term outcome of this population undergoing percutaneous coronary interventions (PCI) for ACS or stable coronary disease (SC). This study aimed to determine the incidence of adverse cardiovascular events in Middle Eastern patients undergoing PCI during initial hospitalization and 12 months following PCI.
METHODS
The first Jordanian PCI registry (JoPCR1) is a prospective, observational, multicenter registry of consecutive patients who underwent PCI at 12 tertiary care centers in Jordan between January 2013 and February 2014. A case report form was used to record data prospectively at hospital admission, discharge, and 12 months of follow-up. Data were collected during follow-up visits or phone calls to the patient, household relative, or primary care physician. The study was approved by the Institutional Review Board of each participating hospital.
Baseline data included clinical, laboratory, electrocardiogram (ECG), echocardiographic, and coronary angiographic features. Details of the PCI procedure and its outcome were also prospectively recorded.
All PCI procedures were performed according to current standard guidelines. The arterial access site, type, and a number of stents and the use of intravenous glycoprotein inhibitors were left to the operator's discretion. All patients received dual oral antiplatelet therapy, which consisted of aspirin, and either clopidogrel (300-600 mg) or ticagrelor (180 mg) loading dose, and a loading dose of unfractionated heparin (100 IU/kg body weight) to keep the activated clotting time ≈ 300 s throughout or immediately at the conclusion of the PCI procedure.
PCI was indicated for either ACS or SC. ACS was classified as acute ST-segment elevation myocardial infarction (STEMI), defined by the presence of cardiac ischemic chest pain, ST-segment elevation (STE) of >2 mm in at least 2 contiguous leads on the 12-lead ECG, and elevated cardiac biomarkers; or non-STE ACS (NSTE-ACS), which included non-STEMI, defined by the presence of cardiac ischemic chest pain, ST-segment depression, inverted T wave, or normal ECG and elevated cardiac biomarkers and Unstable angina (UA). Unstable angina was defined by the presence of ischemic cardiac pain, ST-segment depression, inverted T wave or normal ECG, and no elevation of cardiac biomarkers on admission and 8-12 h later. SC was defined as either chronic stable angina, ischemic cardiac pain on effort that did not change in severity for the past 3 months, and absence of resting ECG ischemic changes or elevated cardiac biomarkers; or silent ischemia. Silent ischemia was defined by the absence of angina in the presence of signs of myocardial ischemia on ECG, echocardiography, or nuclear myocardial scan. PCI for STEMI was primary. PCI as reperfusion strategy with no fibrinolysis; rescue angioplasty, after failure of fibrinolysis; or elective, after successful fibrinolysis. PCI for NSTE-ACS was urgent, performed within 2 h after admission for ongoing chest pain, hemodynamic instability, life-threatening ventricular arrhythmia, or heart failure; early invasive, within 24 h after admission; or invasive, within 24-72 h after admission. Cardiac mortality was defined as any death not attributed to a clear noncardiac cause.
Statistical analysis
Data were analyzed using the Statistical Package for Social Sciences (SPSS Inc., Chicago, IL, USA, version 15). Means, frequencies, and percentages were used to describe data. Binary logistic regression was used to determine the factors associated with 1-year mortality. P < 0.05 was considered statistically significant.
RESULTS
A total of 2426 consecutive patients underwent PCI from January 2013 to February 2014. Table 1 shows the baseline demographic and clinical characteristics of the whole group. The mean age was 56 years with about 25% of patients were younger than 50 years old, 57% were cigarette smokers (44% were current smokers and 13% were ex-smokers), 53% were diagnosed with DM, and 29% had obesity.
The indications for PCI are shown in Table 2 . Most patients were symptomatic and only 2% were treated for silent ischemia. The majority (77%) underwent PCI for ACS including 30% who had PCI for STEMI. Table 3 shows the angiographic and procedural characteristics of all patients. Most patients (96.9%) had stent-based PCI, and a minority was treated with balloon only plain angioplasty. Of those treated with stents, 60% had one stent, 27% had 2 stents, and 13% had 3 or more stents implanted. Of the stents implanted, 86.5% were drug-eluting stents (DESs), 9.2% were bare metal stents, and 4.3% were bioabsorbable scaffolds. The prescribed medications at the time of hospital discharge are shown in Table 4 demonstrating high prescription rates of lifesaving medications. Dual antiplatelet agents were prescribed to 99% of patients, and only 1% of patients were given one antiplatelet agent in addition to an anticoagulant.
The in-hospital and 1-year outcomes are shown in Table 5 . The in-hospital and 1-year mortality rates were 0.78% and 1.94%, respectively. Overall, the rate of adverse events including bleeding complications, stent thrombosis, and repeat revascularization was low. The multivariate analysis of factors associated with 1-year mortality is shown in Table 6 . Cardiogenic shock, congestive heart failure on admission, ST-segment deviation, DM, and major bleeding were significantly associated with higher risk of 1-year mortality.
DISCUSSION
The JoPCR1 showed that Middle Eastern patients undergoing PCI in Jordan had a high success rate and low rates of adverse events. The in-hospital and 1-year mortality, bleeding complications, stroke, and repeat revascularizations were all low despite the fact that most patients underwent PCI for ACS. This may be partially related to the younger age of our population presenting with CAD and undergoing PCI. The mean age of the current registry participants is several years younger than registries of the western population. [9] [10] [11] [12] Although our younger population undergoing PCI had low overall 1-year adverse events, the cumulative adverse events of this particular group of patients are large and will ultimately impact overall productivity and disability at an early stage of their life. Inflecting the working force with premature CAD during their productive phase of life creates a national challenge that requires substantial interventions to protect this young population from CAD and its dire subsequences.
Several unique characteristics about Middle Eastern population undergoing PCI are demonstrated in this registry. The high prevalence of DM, smoking, and obesity is alarming and may reflect poor social, dietary, and exercise practices in our region. [1, 8, [13] [14] [15] Identifying such factors provides enormous individual and national opportunities in addressing them and providing remedies and solutions. Antismoking campaigns and legislation are helpful to decrease the prevalence of smoking and protect youngsters from this deadly habit. [13, 16, 17] Improving dietary and exercise behavior has significant impact on the prevention and control of DM and obesity and subsequently CAD. [18] [19] [20] [21] Most patients in this study underwent PCI for symptomatic disease and only a few underwent the procedure for silent ischemia. In fact, 3 out of 4 patients underwent PCI for ACS and 3 out of 10 patients had STEMI. Although the exact reason for this distribution is not clear and needs further investigation, few explanations are possible. It may suggest that patients in our region present with acute illnesses and do not have a proper preventive intervention. The other explanation is that patients with stable symptoms are primarily treated with medical therapy, and revascularization is reserved for failed medical therapy. Patients enrolled in this registry are treated according to contemporary PCI practice reflected by high rates of stent utilization particularly DESs. Moreover, they received appropriate aggressive medical therapy as suggested by prescription of lifesaving medications for most patients. The percent of patients treated with ticagrelor was relatively low in comparison to the high prevalence of ACS population in this registry. [22] This was mainly related to limited availability of ticagrelor in many participating centers at the time of the study.
Limitations
Our study has few limitations worth discussion. Intrinsic to observational registries, the study is subject to selection bias, collection of nonrandomized data, and missing or incomplete information. Although this is a prospective enrollment of consecutive patients, participation was voluntary, and inclusion of all comers was not verified, and data reporting was not adjudicated by an independent committee.
In addition, ACS patients who died before or shortly after admission and those who did not undergo angiography were not represented in this study. The participating hospitals are high volume tertiary care centers. The results may not represent the PCI practice and outcome in all areas in the country or region. Despite these limitations, this study is unique in that it evaluated short-and intermediate-term outcomes of patients who underwent PCI in the Middle East, a region that is not well represented in cardiovascular interventional studies and registries.
CONCLUSIONS
In this JoPCR1 of Middle Eastern patients undergoing PCI, patients treated were relatively young age population with high prevalence of DM, cigarette smoking, and obesity. Most patients underwent PCI for ACS and had low in-hospital and 1-year adverse cardiovascular events. Certain clinical features were associated with worse outcomes and may warrant aggressive therapeutic strategies. 
